Introduction
In 1933, Meleney clearly distinguished 'streptococcal' gangrene from postoperative synergistic gangrene in a classical description. In modern surgical practice (Ledingham and Tehrani, 1975) , necrotizing fasciitis is considered a more applicable term for 'streptococcal' gangrene in both descriptive and aetiological terms. There are a number of reports indicating that postoperative synergistic gangrene is successfully treated with antibiotics (Grimshaw and Stent, 1945; Meleney, Friedman and Harvey, 1945;  Meleney, Shambaugh and Millen, 1950; Hutchinson, Summerley and Lawson, 1976) . In contrast, antibiotics and hyperbaric oxygen are ineffective with necrotizing fasciitis. Conventional treatment dictates that the only effective management is radical debridement of the area involved (Meleney, 1933; Wilson, 1952; Stone and Martin, 1972 (Fig. 1) (Meleney, 1933; Ledingham and Tehrani, 1975; Wilson, 1952) . Necrotizing fasciitis is a gangrene of the subcutaneous tissues with secondary gangrene of the overlying skin resulting from thrombosis of dermal arterioles. It is characterized by the rapid progression (in days) of an area of gangrene occurring a small distance away from the site of injury associated with a marked systemic upset. In contrast, postoperative synergistic gangrene involves the skin characterized by the slow progression (over weeks) spreading from the wound in all directions with minimal systemic upset. The aetiology of necrotizing fasciitis is thought to be bacterial synergism between aerobic and anaerobic organisms, the rapid spread of which is assisted by the relative avascularity of the tissue planes in conjunction with ischaemia and reduced host defence mechanisms.
These three cases demonstrate the classical features of necrotizing fasciitis (Table 1) . Two of our patients were diabetic but it is only recently that the ominous significance of diabetes mellitus has been emphasized. Rea and Wyrick (1970) (Mowatt and Baum, 1971; Miller and Baker, 1972) . In Case 3 there was a discrepancy between the histology indicating a marked inflammatory response and the lack of inflammatory response seen macroscopically. The defective leucocyte function may explain this apparent discrepancy.
The infective gangrenous process was effectively controlled in these cases with the conventional treatment of radical debridement (Meleney, 1933; Wilson, 1952; Stone and Martin, 1972 Moncrieff, 1973) . In modern practice these difficulties are more easily overcome. In Burke's series (Burke et al., 1974 ) the time required to close the defect with isograft skin was reduced substantially with a consequent improvement in mortality and morbidity in the immediate skin graft group.
Following our experience with necrotizing fasciitis -the management of which induces similar problems to those encountered in the treatment of burns-it is suggested that the concept of radical debridement with immediate skin grafting may be usefully applied in the treatment of this syndrome.
